Proc. roy. Soc. Med. Volume 63 May 1970 26 Points against: (1) Neither had oculogyric crises.
(2) Increased salivation was only slight and easily controlled with stramonium. (3) Lack of typical facies in Case 1. (4) No loss of ocular or pupil accommodation response in Case 2. (5) Bilateral extensor plantar reflexes in Case I and positive jaw jerk in Case 2, suggesting some pyramidal involvement, which can occur in postencephalitic parkinsonism, but is rare.
These contradictory features and (6) the recent athetoid movements in the arms of Case 1 suggest the possibility of some rare familial degenerative disorder, though athetoid movements have been reported in postencephalitic cases.
Thyroid Carcinoma with Pulmonary Metastases M H Irving FRCS (for R A Payne FRCS) (North Middlesex Hospital, Edmonton, London N18) G B, woman aged 68 The patient had a papillary carcinoma of the thyroid gland removed by hemithyroidectomy in 1940, followed by radium treatment. At the time of the operation there was evidence of pulmonary metastases. These have remained unchanged for years. In 1956 an abdominal mass was found; this was explored the following year and found to be a cellular leiomyoma in the mesentery of the small bowel. In 1965 a carcinoma of the breast was removed. In 1969 a further abdominal mass was found, on this occasion associated with hepatic metastases. Histological examination showed it and the liver metastases to be leiomyosarcoma. At this time a 1311 scan showed uptake in the right lobe of the thyroid and in the pulmonary metastases.
The patient illustrates prolonged survival in the presence of pulmonary metastases from a thyroid carcinoma together with multiple malignancies.
Mr I Burn said that there was a reported relationship between hypothyroidism and malignant disease of the breast; he enquired whether the patient had been hypothyroid at any stage. He also suggested that, despite the previous long-term survival, the presence of hepatic metastases from the neoplasm of the bowel implied a poor prognosis and, for this reason, active treatment of the silent pulmonary metastases from the thyroid carcinoma probably was not justified. Investigations: ESR 36 mm in 1 hour (Wintrobe), all investigations of pyrexia negative. Mantoux test negative. Chest X-ray normal. X-ray of abdomen showed fluid levels in some dilated loops of small bowel, suggesting an inflammatory process.
His fever and abdominal signs remained unchanged.
Laparotomy (21.5.69): A large inflammatory, plastic, cedematous mass involved the whole of the omentum and small bowel, and was studded with multiple tubercles. Biopsy showed typical tuberculous lesions with caseation and giant cells, but Lowenstein culture was sterile.
Treatment: Streptomycin I g daily, PAS 12 g and isoniazid 300 mg per day (Pycasix), pyridoxine 50 mg daily, as an inpatient for three months; continuing as an outpatient, on streptomycin 1 g weekly and isoniazid 100 mg b.d. for a total period of two years.
He made an uneventful recovery from the laparotomy, regained his normal weight and is now back at his normal work.
Case 2 Mr C D, Jamaican, aged 29. Engineer History: Several weeks of increasing girth, weight loss, weakness and latterly vomiting. Back pain on lying down but no abdominal pain.
On examination: Temperature 104°F (40°C). He was very thin. The abdomen was protuberant, with marked ascites, but there was no tenderness and no mass.
Investigations: ESR 22 mm in 1 hour (Wintrobe), all investigations of pyrexia negative. Chest X-ray normal. X-ray of abdomen showed only ascites.
